Meta-analyses and reviews indicate that there are few differences in outcome between group therapies with different theoretical rationale.
1,2 A problem with the existing research is that most group therapies studied are of short duration (520 sessions), 2 although therapies lasting 1 year or more are quite common in clinical practice, at least in some European countries. 3, 4 There are only a few studies that demonstrate the effectiveness of long-term dynamic group psychotherapy with out-patients. [5] [6] [7] Reviews of non-randomised studies on the importance of treatment duration 8, 9 have failed to give unequivocal answers. Several studies have indicated that short-term therapies offer insufficient help to many patients, such as those with personality disorders and patients with comorbid and chronic disorders. [10] [11] [12] [13] [14] We do not know of any randomised studies on the effects of duration of group treatment. Since all observational studies are open to several interpretations, 15 studies of patients randomised to short-v. long-term group therapy are urgently needed. Most research is restricted to patients with a single diagnosis. However, a substantial portion of out-patients meet criteria for several Axis I and Axis II diagnoses, and have to cope with a number of difficulties relating to long-term suboptimal functioning such as interpersonal problems, work problems, reduced physical health and higher overall mortality. 16 Thus, we wanted to study out-patients within the public mental health services, who in general have heterogeneous and comorbid psychiatric disorders. In the present study, 6 months of group psychotherapy (20 weekly sessions) is compared with 2 years of group psychotherapy (80 weekly sessions). Over the 3-year study period outcomes relating to symptom severity, interpersonal problems and psychosocial functioning were measured. Based on the limited existing research, our main hypotheses were that symptom change would be similar in short-and long-term group psychotherapy, although patients would improve more on measures of interpersonal problems and psychosocial functioning in the long-term compared with the short-term group.
Method Sites, patient referral and inclusion
This study was conducted in three urban areas in Norway (Å lesund, Sandnes/Stavanger and Oslo). One to two coordinators and two to four therapists were engaged at each site. The project was approved by The Data Inspectorate and The Regional Committee on Ethics in Health Research. The study was registered in clinicalTrials.gov as NCT00521417 and data collection took place between August 2005 and August 2010.
Community mental health centres, general practitioners and practising psychiatrists and psychologists were informed by mail of the clinical trial. They referred patients they considered to be in need of assistance from mental health specialist services to the local coordinators, who evaluated them for eligibility. Inclusion criteria were one or more Axis I and/or Axis II diagnoses, interest in working with problems and relationships in groups and willingness to accept randomisation. Exclusion criteria were psychosis, a main diagnosis of alcohol/drug addiction and organic brain disease. Patients with more than 6 months of previous group therapy or former psychotherapy that had ended within the past year were also excluded. Written informed consent was obtained from all participants.
In total, 175 patients were referred to the coordinators and 167 eligible patients were randomly allocated to the two treatments. The randomisation was carried out for each site by the local coordinator and was not influenced by the therapists. 17 One short-term and one long-term group were gradually built simultaneously, with at least two women and two men in each group to secure mixed groups regarding gender (see online supplement DS1). The time from referral to evaluation/randomisation varied from 1 to 7 weeks. Time from randomisation to start of therapy varied from 2 to 12 weeks, with an average of 7 weeks. The coordinators were not involved in the treatment. The randomisation code was not opened until all data from the project had been collected. 17 
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Comparison of short-and long-term dynamic group psychotherapy: randomised clinical trial Steinar Lorentzen, Torleif Ruud, Anette Fjeldstad and Per Høglend Background There are no randomised clinical trials comparing the outcomes of short-with long-term psychodynamic group psychotherapy.
Aims To compare differences in outcome during and after shortand long-term group psychotherapy.
Method
In total, 167 out-patients with mood, anxiety and personality disorders were randomised to short-or long-term group therapy (20 or 80 weekly, 90 min sessions). Outcome measures were: symptoms (Symptom Checklist 90 -Revised), interpersonal problems (Inventory of Interpersonal Problems -Circumplex) and psychosocial functioning (Global Assessment of Functioning (GAF) split version: GAF-Symptom and GAF-Function). Change over the 3-year study period was assessed using linear mixed models. The study was registered in clinicalTrials.gov as NCT00521417.
Results
Patients in both groups made significant gains. A significantly larger symptomatic change over time was found for longterm compared with short-term therapy, but no significant differences were detected for the three remaining outcome variables. There was a higher number of premature terminations in the long-term (33.3%) compared with the short-term group (8.6%).
Conclusions
Short-and long-term therapy seem equally effective for typical out-patients seeking group psychotherapy, except for symptomatic distress.
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Groups, therapies and therapists
Eighteen psychotherapy groups, nine short-term and nine longterm groups, both with 90 min weekly sessions, were established. Our choice of therapy length was a compromise between enough time for the therapy to be effective and how long we anticipated most patients would be willing to participate. Each group consisted of eight patients and one therapist. Patients who terminated in the long-term groups during the first 6 months (n = 7 patients) were, according to protocol, replaced by the next patient of the same gender who was included in the project.
Both therapy formats were manualised psychodynamic group psychotherapies, 18 built on psychodynamic understanding: a developmental perspective on personality, existence of internal representations of interpersonal relationships, psychological causation and influence of unconscious individual and group processes on behaviour. The therapist could use facilitating or supportive techniques to promote interaction, in combination with traditional psychodynamic techniques of confrontation and interpretation. 19 Group members were asked to interact and to focus on conscious as well as potential derivatives of unconscious processes in themselves, others and the group (see online supplement DS1). Thus, the treatments studied are not primarily targeted to specific symptom disorders. In the short-term group, therapists were to be more active, to have a more circumscribed problem focus, to work more in the here-and-now and to be more attentive of the impending termination phase.
Among the nine therapists (two men and seven women), there were two psychiatrists, three psychologists, three psychiatric nurses and one social worker. Their mean age was 52.7 years (s.d. = 3.7), time in practice 19.7 years (s.d. = 4.4) and formal postgraduate psychotherapy training 12.5 years (s.d. = 3.7). All therapists ran one short-and one long-term group. They were trained in both formats, and met regularly for supervision.
Assessment
The pre-randomisation evaluation (2-4 h) included a full psychiatric history, the diagnostic interviews Mini-International Neuropsychiatric Interview (MINI-PLUS), 20 Structured Clinical Interview for DSM-IV Axis II personality disorders (SCID-II) 21 and Global Assessment of Functioning (GAF). 22 The patients also completed self-reports, the Symptom Checklist 90 -Revised (SCL-90-R) 23 and the Inventory of Interpersonal Problems -Circumplex (IIP-C). 24 After randomisation, the patients met with their therapist individually for two sessions and received more information about the group and negotiated a treatment contract. The self-report outcome measures (SCL-90-R and IIP-C) were completed every 6 months for both groups as long as the long-term therapy was running and 12 months after long-term therapy termination, for all patients. Self-reports were also sent to individuals who did not start therapy and those who stopped attending prematurely. Selected sessions from both therapies (early, mid-and end phase) were audio-recorded.
The patients were interviewed again by the same coordinators 3 years after the beginning of therapy and diagnosed on Axes I and II, using MINI-PLUS and SCID-II respectively, and rated on GAF. According to the research protocol, this study is an 'open label' design. However, the coordinators were unlikely to remember the original allocation of the patients 3 years earlier, and the patients were instructed to conceal which group therapy they had attended.
Outcome measures
Since most patients had a high comorbidity and chronicity, we selected outcome measures for severity of symptoms, interpersonal functioning and psychosocial functioning.
Symptom Checklist 90 -Revised
This covers 90 items of different symptoms, rated from '0, not at all' to '4, could not be worse' . The Global Severity Index (GSI) is the mean of all items. The instrument is well validated and the internal consistency was 0.96 in this study.
Inventory of Interpersonal Problems -Circumplex
The IIP-C is well validated and one of the most widely used selfreport measures in psychotherapy research. Sixty-four items are rated on the same scale as the SCL-90-R. Internal consistency was 0.94 in this study. The IIP has demonstrated high test-retest stability across 10 weeks, but is still sensitive to change. 25 
Global Assessment of Functioning
The GAF (Axis V, DSM-IV) 22 was used: severity of psychopathology and level of social functioning were assessed using the split version of GAF, 26 with separate scores for symptom severity (GAF-S) and problems in functioning (GAF-F). Intraclass correlation (ICC) among five evaluators rating 20 cases was 0.76 for GAF-S and 0.80 for GAF-F. 27 
Target Complaint

28 is a self-report measure of the problems for which a person seeks therapy. The patient describes the primary problem and rates the severity on a scale ranging from '1, no problem' to '12, could not be worse'. The duration of the target complaint was also recorded, as well as the expectation of change (from '1, change to the worse' to '12, go away completely'), which was the main objective for using this measure in this study.
Statistical analysis
With a sample of 120 patients, a standard power calculation (endpoint analysis) indicated that a moderate effect size (0.5) could be detected for an alpha threshold of 0.05 with a power of 0.80. 29 Our aim was to include 170 patients, to ensure an adequate sample size of 120 completers, in case of a substantial drop-out rate. Missing data were imputed using last observation carried forward (LOCF). Imputation was not done for longitudinal analyses, using linear mixed models (LMM). 30 Linear mixed models allow non-independence of repeated and nested data. It can handle incompleteness because of missing data. In order to account for non-independence of data within patients nested within groups nested within therapists, 'patient' , 'group' and 'therapist' were each treated as random effects: randomly distributed intercepts and slopes were fitted for each patient, for each group and for each of the nine therapists. Treatment (group length) was coded long-term treatment group: 1, short-term treatment group: 0. Time was coded on an interval scale from 0 to 36 months.
To test the treatment effects over time (difference in slopes between short-term and long-term group), the following composite model equation was used:
Y ij is change in GSI, IIP-C, GAF-S or GAF-F over the 3-year study period. B 0 -B 2 are the fixed effects, and zoi, z1itime ij and e ij are random intercept, random time and the error term respectively. Random effects for groups and for therapists were also tested. By design, treatment group means are equal at baseline. The statistical model forces both treatments to have a common intercept.
This model is more powerful and is routinely recommended for analysis of randomised clinical trials. 31 The parameters are: B 0 intercept; B 1 slope (rate of change) in short-term therapy group; B 2 (time6group length) is the difference in slopes between the long-and short-term group.
No longitudinal analyses were conducted on subgroups of patients. Effect sizes (converted to Cohen's d), derived from the F-test for the mixed effects model, were calculated as:
where F is the F-test statistic for the effect of interest in the repeated model, as well as other multilevel designs. 30 To explore whether or not missing data influenced the results, a pattern mixture approach was used. 32 Drop-out status, defined as attending less than two-thirds of the scheduled sessions (i.e. less than 53 sessions in long-term therapy or 13 sessions in short-term therapy), was based on clinical consensus and determined before the statistical analyses were run. Clinically significant change (recovery) was computed according to the formulas outlined by Jacobson & Truax 33 and Christensen & Mendoza. 34 We used SPSS version 16.0 for Windows in our statistical analyses.
Results
The patient flow is shown in Fig. 1 . A total of 175 patients were assessed, but 8 patients did not meet the inclusion criteria. Therefore 167 were randomised: 90 to the long-term group and 77 to the short-term group. However, 19 patients did not start treatment, 12 in the long-and 7 in the short-term group (w 2 = 0.72, d.f. = 1, P = 0.47). Reasons why these individuals did not start treatment included having second thoughts about the group project, deciding that they did not need therapy or starting alternative treatments (see online supplement DS1).
Among those who started treatment there were no differences in positive expectations about treatment between the two groups after randomisation (t = 71.22, d.f. = 144, P = 0.23, 95% CI 71.16 to 0.28). There were different rates of premature termination: 26 patients (33.3%) in the long-term group and 6 patients (8.6%) in the short-term group (w 2 = 11.9, d.f. = 1, P50.001) (online Fig. DS1 ). The numbers of premature terminations during the first 6 months were equal in both groups. We are uncertain whether the increased number of people dropping out of longterm therapy is a result of the difference in therapy length alone. We have information about why 26 of the 32 (81%) participants discontinued therapy prematurely: 10 thought the group was not helpful or felt they had deteriorated, 8 were dissatisfied with the therapist or the group, 4 got the help they needed and 4 left because of external events. The mean number of sessions in treatment for starters was 18.9 (s.d. = 3.8) in the short-term group and 57.7 (s.d. = 26.9) in the long-term group; an attendance rate of 94.5% and 72.1% respectively. In total, 79 of 90 patients (88%) completed the 3-year follow-up interview after long-term therapy compared with 71 of 77 patients (92%) after short-term therapy. Table 1 summarises the patients' baseline characteristics for the whole sample (n = 167). There were significantly more patients with generalised anxiety disorder (w 2 = 3.84, d.f. = 1, P = 0.050)
Patient characteristics at baseline
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Referrals to coordinator and assessed for eligibility n = 175
Included in random assignment n = 167
Excluded, did not meet inclusion criteria n = 8
Withdrew n = 7 (9.1%) Comparison of short-and long-term dynamic group psychotherapy and obsessive-compulsive personality disorders (w 2 = 4.50, d.f. = 1, P = 0.034) in the long-term group. All other differences were statistically non-significant. The number of comorbid Axis I diagnoses was 3.3 on average. Patients reported that the problems they wanted therapy for had lasted on average 15 years. A total of 68% reported previous psychiatric treatment.
Therapist and group effects
Using GSI as the outcome variable, intercept and slope variances for therapists and groups indicated negligible non-independence in the data, all ICCs 50.01. Using IIP-C as the outcome variable, intercept and slope variances for therapists and groups indicated negligible non-independence in the data, all ICCs 50.02. Using GAF-S as the outcome variable, the random intercept variance for therapists indicated non-independence in the data, ICC = 0.11. Therapist intercept was therefore included as a random effect in the statistical model. The non-independence in random slopes within therapists was negligible, as was the random intercept and slopes within groups, all ICCs 50.01. Using GAF-F as the outcome variable, the random intercept variance for therapists indicated some non-independence in the data, ICC = 0.05, and therapist intercept was included as random effect in the statistical model.
Treatment fidelity
Thirty-nine audio-recordings from the first 6 months of therapy (sessions 3, 10 and 17), from both the short-and long-term groups, were drawn from the pool of 54 recordings. Two evaluators, who were masked to group, independently rated sessions on therapist-activity level, degree of focus, group work in the here-and-now and therapist competence, using Likert scales from 0 (not at all) to 4 (very much). Intraclass correlation on the therapy-process scales ranged from 0.70 to 0.94. There was significantly more work on a circumscribed problem focus (t = 2.3, d.f. = 15, P = 0.036) and work in the here-and-now in short-term therapy (t = 2.1, d.f. = 35, P = 0.042), as suggested in the treatment manuals. Level of therapist activity was equal in the two groups. Therapist mean competence was similar in both formats, ranging from moderate to high: 2.7 (s.d. = 0.5), range 1.7-3.4, in the short-term group and 2.3 (s.d. = 0.5), range 1.9-3.1, in the long-term group. We have previously reported that there were no significant differences (sessions 3, 10, 17) in therapeutic alliance or group cohesion in the two treatments. 35 
Primary analysis of outcome variables
In the whole sample of patients (n = 167), descriptive statistics over time for the four outcome variables are presented in Table  2 (intention-to-treat analyses). We could detect no significant differences between the short-and long-term therapy groups at any time point, except that short-term therapy was superior to long-term therapy at 6 months, using the SCL-90-R as the outcome variable (see online supplement DS1). Figures 2-5 show the descriptive trajectories over time for the short-and long-term groups for the four outcome variables. (4) 11 (12) 14 (8) Paranoid 7 (9) 4 (4) 11 (7) Borderline 5 (7) 4 (4) 9 (5) Personality disorder -not otherwise specified 4 (5) 9 (10) 13 (8) Antisocial 0 2 (2) 2 (1) a. All chi-squared analyses are with continuity correction. b. After randomisation. Patients were asked how useful they thought treatment they had been offered would be on a Likert scale from 1 'not at all' to 12 'extremely useful'. c. w 2 = 3.84, P = 0.050 (n = 167) and w 2 = 5.66, P = 0.017 (n = 148). d. w 2 = 2.74, P = 0.098 (n = 167) and w 2 = 4.50, P = 0.034 (n = 148). Imputed: last value carried forward. Measurements available for 164 of 167 patients.
The patients in both treatment arms made significant gains. The within-group effect sizes (Cohen's d) 36 for the short-and long-term groups respectively were as follows: for GSI, 0.3 and 0.5; for IIP, 0.6 and 0.6; for GAF-S, 0.9 and 1.3; for GAF-F, 0.8 and 1.0. The average effect size across treatments and outcome measures was 0.8 (large).
Clinically significant change (recovery) 33, 34 as measured by the GSI was achieved by 33.3% of the patients in the short-term group and 36.6% in the long-term group. For IIP the corresponding numbers were 37.5% v. 34.8%. Using GAF-S, recovery was achieved by 20.3% in the short-term group v. 39.7% in the long-term group (w 2 = 3.49, d.f. = 1, P = 0.06). The corresponding figures for GAF-F were 39.0% v. 39.4%. This means that 35% of the patients are recovered, across measures and treatments.
The multilevel analyses of longitudinal data on the GSI, IIP-C, GAF-S and GAF-F were performed on the whole sample of patients (intention-to-treat analyses). Using the GSI as the outcome variable, there was a significant difference in change over time (slopes) between the short-and long-term group, in favour of long-term therapy. Time6group length was B = 70.004, F = 4.20, d.f. = 1,154, P = 0.042, 95% CI 70.0036 to 70.0002, and the effect size of this term was 0.3 (small).
Using the IIP-C as the outcome variable, the difference in slopes between the short-and long-term group was not significant (B = 70.0007, F = 0.09, d.f. = 1,159, P = 0.76, 95% CI 70.005 to 0.004). With GAF-S as the outcome variable, the difference in slopes between the short-and long-term group was not significant, although we observed a trend in favour of long-term therapy (B = 0.09, F = 2.76, d.f. = 1,149, P = 0.10, 95% CI -0.02 to 0.19), and the effect size of this term was 0.3 (small). Using the GAF-F as the outcome variable the difference in slopes between the short-and long-term group was not significant B = 0.06, F = 1.23, d.f. = 1,149, P = 0.27, 95% CI 70.04 to 0.15).
When we included starter status (1, 0) and/or premature termination status in the statistical models, 32 these terms were not significant and the pattern of results did not change. The analyses of the sample of patients that started therapy (n = 148) and the analyses of completers (n = 116) gave the same pattern of findings. Burden and adverse effects for patients were small. There were no suicide attempts or suicides carried out. The number of patients who deteriorated was relatively small (5.8%; see online supplement DS1).
The patients were interviewed about additional treatment and sick leave during the 3 years. We were unable to detect any statistically significant differences between the two groups regarding use of health services. Use of additional treatment was probably not a confounding factor in this study (see online supplement DS1). Positive and negative life events were recorded annually by the patients (before therapy start, and at 1, 2 and 3 years) and there were no significant differences between the two groups.
Discussion
Main findings
To the best of our knowledge, this is the first randomised clinical trial comparing the efficacy of short-and long-term psychodynamic group psychotherapy. Our hypotheses in this study were that change in symptoms throughout the 3-year study period would be similar for both short-and long-term therapy, although patients would improve more on interpersonal problems and psychosocial functioning with long-term compared with shortterm therapy, throughout the 3-year study period. Our hypothesis about similar change in symptomatic distress (GSI) was not supported, as we found a significant treatment effect in favour of long-term therapy. The effect size was 0.3 (small). However, there was no difference in end-point values on symptom distress after 3 years between the two therapies. The results are difficult to interpret because of the initial between-group differences, and the increased rate of change in the long-term group could reflect regression to the mean. Contrary to our hypothesis, we observed that short-and long-term therapy were equally effective across 3 years, using IIP, GAF-S and GAF-F as the outcome variables. However, there was a trend in favour of long-term therapy (P = 0.10) using GAF-S as the outcome variable. The effect size was small (0.3), but this result was also supported by the fact that more patients were recovered in the long-term (P = 0.06) than the short-term group. The number needed to treat was five in favour of long-term therapy, which means that, on average, five patients have to be treated for one to benefit compared with a control (contrast) in a clinical trial.
The average within-group effect size in the study was 0.8, comparable to, or larger, than what has been reported in major meta-analyses of psychotherapy studies. 37, 38 The proportion of recovered individuals (clinically significant change) across treatments and measures was 35%, which is also comparable to those reported in the psychotherapy literature. 1, 2, 8 We could not detect any significant difference in effectiveness between the nine therapists. This may be because the therapists were very experienced, they had been specifically trained before the groups started and they were using treatment manuals. 39 The patients in the short-term group did not seek more additional treatment than those in the long-term group during the 3-year study period. At the end of therapy all patients had been recommended not to seek additional treatment during the following year, unless treatment was urgently needed, since delayed effects after treatment often might be experienced. It is a common experience that painful feelings connected to termination and separation (from the therapist and other group members) may be an impetus to prematurely seek additional therapy. Our impression is that our recommendation to abstain from additional treatment did not lead to more problems and suffering for the patients. This is supported by the fact that the patients in the short-term group, by and large, seem to have been helped just as much as those in the long-term group over the 3-year study period.
Strengths and limitations
There are several strengths to this study. First, the treatment took place in ordinary treatment settings, out-patient departments and private practices, with regular patients and therapists, which allows us to generalise our findings to these clinical situations. Other strengths are that there was a high inclusion rate from referral and that self-reports were sent regularly to all randomised patients, including at termination of the group they were allocated to. This, and the fact that about 90% of the patients participated in a 3-year follow-up, has given a near complete data-set, allowing for reliable intention-to-treat analyses.
Despite these strengths, there are several limitations that should be noted. Although randomisation is the 'gold standard' from a methodological point of view, it may in some respects be a drawback from a clinical point of view. Therapists were not allowed to select their own patients and 'compose' their groups in the way they usually would, which may restrict the generalisability of our findings to contemporary practice to some extent. 40 On the other hand, therapists were not allowed to exclude patients included in the study, which may in fact increase generalisability, and possibly reduce the magnitude of treatment effects, thereby not overestimating them. The patient sample had a wide variety of diagnoses, which may make it difficult to evaluate the effects of group therapy duration on a specific psychiatric disorder, such as depression. However, the wide variety of diagnoses in this sample may actually increase generalisability to patients seeking out-patient group psychotherapy. It may also be noted as a limitation that the study protocol was registered in clinicalTrial.gov after the randomisation had started. Another limitation may be the fact that self-report questionnaires, while patients were in therapy, were collected by the therapists. Some patients may have felt inhibited in answering openly. The purpose of this procedure, however, was primarily to increase the response rate and not to inform therapists, who were instructed to send the forms directly to the project leader.
This study indicates that short-and long-term group therapy are similar in effectiveness across 3 years for 'the average patient' , and thus do not offer guidelines for who should enrol in short-or long-term therapy respectively. We have so far, only presented the primary outcome analyses in this study, but the trial also encompasses data on possible moderators of treatment effects (degree of initial distress, personality pathology, quality of object relationships) and potential mechanisms behind change (mediators). Moderator analyses may offer additional information about differential efficacy of short-and long-term therapy, for subgroups of patients (see online supplement DS1).
Implications
Short-and long-term group psychotherapy were similarly effective for the typical patient in this study. Our hypotheses that long-term therapy would be superior in areas of interpersonal problems and psychosocial functioning, were not supported. Offering long-term therapy to most patients seems unnecessary and may be a waste of resources, but further analyses of potential moderators of treatment in short-and long-term group therapy are needed.
Randomisation
A short-and long-term group were gradually built simultaneously in each site. Stratified randomisation by gender was carried out by having four pieces of paper (two were marked 'short-term therapy' and two 'long-term therapy') in one envelope for men and in another for women, plus eight pieces of paper (four short-term therapy and four long-term therapy) in a third envelope. The first four men and first four women were randomised by drawing from the first and second envelope respectively, and the remaining were drawn from the third envelope, regardless of gender.
Therapy
When interacting with each other, the group members' individual patterns (adaptive as well as dysfunctional) will be activated and appear as multiple transferences and resistances (or functional coping behaviour) in the group. The aim of the therapy is to become aware of intrapsychic conflicts and dysfunctional interpersonal patterns, and to increase the understanding of self, others and interpersonal relationships.
Results
Participants who did not start therapy
Nineteen patients did not start therapy, and we have information from 13 of these (68%) about why they did not start therapy: 4 chose alternative treatments while waiting for the group to start, 6 distrusted their therapist or doubted the possibility of getting help in a group format and 3 had external reasons, mostly change of job, which made participation difficult. There were no differences regarding positive expectations about treatment when these patients were compared with those who started therapy (t = 0.57, d.f. = 164, P = 0.57, 95% CI 70.89 to 1.60). Figure DS1 shows a Kaplan-Meier diagram (survival analysis) of terminations in the short-and long-term groups. The numbers of premature terminations were similar in both groups during the first 6 months of therapy. After 6 months there were a number of premature terminations in the long-term therapy group. We have information about why 26 of 32 individuals (81%) discontinued therapy prematurely: 10 thought the group was not helpful or felt they deteriorated, 8 were dissatisfied with the group or the therapist for different reasons, 4 got the help they needed and 4 had external reasons (usually a change of job).
Premature terminations
